Following catheter drainage of the left kidney for five days, normal micturition was reestablished.
Subsequently, convalescence progressed smoothly and the patient was discharged home.
Comment.-This case is of interest for the following reasons: (1) The occurrence of two primary malignant growths in the one patient.
(2) The diagnosis of carcinoma of the genitourinary tract was first made by biopsy of a secondary deposit in the abdominal wall.
(3) The danger of implantation of papillary growths of the bladder in the wound of approach.
(4) The necessity of carrying out nephro-ureterectomy for tumours of the renal pelvis and ureter. (for LEO GILCHRIST, M.D., M.R.C.P.). R. T., aged 29, had been a known asthmatic since he was 18 months old. Asthmatic attacks had been severe and prolonged during the past year. A two-week course of prednisolone was given with good effect in October 1957 and again in December 1957. In January 1958 a course of desensitization injections was stopped as it produced an attack of asthma. Three years ago he had struck his head against the Leaning Tower of Pisa causing a scalp infection and since then he had recurrent boils. Two weeks before admission, a severe attack of asthma started with productive cough, night sweats and fever. Sputum culture grew coagulase-positive Staph. aureus but antibiotic treatment at home was ineffective.
On admission (April 1958).-He was seriously ill and toxic, with temperature 1020 F., tachycardia and persistent asthma. Chest radiograph showed patchy opacities in both lungs, most marked in the mid-zones, where it was confluent (Fig. 1) . The blood count showed a striking eosinophilia, namely, 67% (24,090 per c.mm.) of a total leucocyte count of 37,000 per c.mm. The sputum contained pus cells and a few eosinophils and there was a good growth of Staph. aureus. There was a moderate growth of monilia in two specimens but no other fungi were found. He was treated with Terramycin and Nystatin but his condition deteriorated and on the ninth day after admission he was semicomatose and in extremis with status asthmaticus. Sensitivity tests showed the Staph. aureus to be insensitive to Terramycin. Treatment was changed to chloramphenicol 500 mg. six-hourly. He was also given 300 mg. of intravenous hydrocortisone during the next twelve hours followed by oral prednisone 10 mg. six-hourly. The bronchospasm cleared within two days and after a week the eosinophils fell to 3 % (420 por c.mm.) of a leucocyte count of 14,000 per c.mm. There was striking improvement in the chest radiograph within a week, but it took five weeks for the shadowing in the left lung to clear, leaving a residual area of atelectasis in the right upper lobe (Fig. 2) . Staph. aureus was still obtained from the sputum up to four weeks after starting chloramphenicol, but subsequent cultures were negative. Antibiotic treatment lasted for six weeks and the patient is still on a maintenance dose of prednisone as an out-patient. He has remained well apart from minor attacks of wheezing.
During his first week in hospital he developed a pustular rash on the face, chest and arms. The pustules later changed into raised, reddishbrown granulomatous lesions, and some of these became hemorrhagic and necrotic. The patient was found to be taking syrupus caffeine iodide which he had been taking intermittently for some months and which he had brought into hospital. The lesions were regarded as typical iodide granulomata. The iodides were stopped and the rash cleared within a week while on steroid therapy.
Conclusion.-This patient had severe pulmonary eosinophilia with asthma, and the finding of Staph. aureus repeatedly in the sputum suggested that infection with this organism was either a precipitating or an exacerbating factor. There was a dramatic response to treatment with prednisone and appropriate antibiotics. As pointed out by Rose and Spencer (1957) it may be impossible, on clinical grounds, to distinguish the respiratory phase of polyarteritis nodosa from the more severe cases of pulmonary eosinophilia as described by Crofton et al. (1952) . This patient may ultimately develop a generalized polyarteritis, but there have been no signs of this up to nine months after his original illness. Urinary calcium 55 mg./twenty-four hours. X-rays: Barium meal, no significant abnormality. Abbreviated skeleton, early to moderate osteoporosis thin cortical bone type. Laparotomy (Mr. F. Graves) 28.4.58.-Lumen slightly larger, wall thicker than normal in proximal two-thirds small bowel. Lacteals of bowel and mesentery distended, mesenteric lymph glands enlarged. Liver and spleen normal. 
